
Deprivation payments revisited (again)
Equity remains a problem with current method of allocation

With the rising workload in general practice and an emerging manpower crisis, destabilising influences such
as unpredictable shifts in income are to be avoided. Unfortunately, continuing to allocate deprivation
payments to practices on the basis of geographical wards has resulted in large shifts in resources. This is
because data from the 1991 census have now replaced the 1981 data, which had been used to calculate
deprivation payments since the introduction of the new general practitioner contract in 1990.

1
The short

report in this week's BMJ by Majeed et al (p 669) models the effects of applying census data to the existing
rigid formula for allocating deprivation awards. Small shifts in the Jarman deprivation score around the
payment bands can translate to practices gaining or losing tens of thousands of pounds, with no discernible
change in their clinical workloads: one practice reported a 15% shift in income after a change in a ward
boundary.

2
Such a lottery of winners and losers has been predicted since the introduction of deprivation

payments,
3 4 5

and it is depressing that nothing has been done to try to limit the deficiencies in the current
system.

The most obvious change would be to base deprivation payments on the Jarman score at the level of
enumeration district (about 500 people) rather than ward (about 25 000 people). Now that all patients'
addresses are computerised and postcoded at local authority level, it is difficult to see why this change has
not been implemented. It would considerably improve the sensitivity of Jarman scores based on census data
(and was advocated by Jarman from the start6). Allocation by enumeration district would also reduce the risk
of wide swings in payments to individual practices at the time of changing censuses.

A second fundamental change would be to alter the current banding system for paying general practitioners.
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At present there are only three payment bands, which come into force at Jarman scores of 30, 40, and 50.
Additional payment bands, starting at lower scores, have been advocated,

6
but a continuous payment

schedule could be even better.

Currently, the band payments are £6.20 per patient for all patients in wards with a Jarman score above 30,
£8.05 for a score above 40, and £10.75 for a score above 50, so there is a much bigger jump at the
threshold of 30 than at the two higher band boundaries. A simple alternative would be to define the payment
rate as two sliding scales, each with a threshold and a payment per unit of Jarman score above the threshold.
Two scales would ensure payments that were broadly comparable to the current three band system but still
avoid the wide change in payments at the cut off points. In a computerised age, such a system should be
both flexible and easy to operate.

In 1994-5 the total sums paid out in deprivation payments in England were £16.1m, £10.0m, and £8.8m in
the three bands, a total of £34.9m (NHS Executive, personal communication). The following alternative
payment system would cost broadly the same, both overall and within in each band, while avoiding the
problems described by Majeed et al: 56p for each Jarman score unit above 25, up to a maximum of £6.16 at
a Jarman score of 36, then a further 19p for each unit above 36. Changing to a continuous payment
schedule could repeat the problems of the current system, with a minority of practices suffering large losses
in income. To avoid this there could be a transition period when the payments are calculated half on the old
system and half on the new.

Further recommendations have been for a proportion of the money allocated to deprivation payments to be
held by the health authority for discretionary allocation to practices with demonstrable problems with
deprivation that would not otherwise receive payments. Even adopting enumeration districts would not
completely avoid inequities, and some local judgment against predetermined criteria would reduce errors.

The Secretary of State for Health, the NHS Executive, and the Department of Health have all repeated their
commitments to an NHS led by primary care,

7
with general practice taking the lead on primary care.

Concerns over failing recruitment into general practice here stimulated refinements, some substantial, to the
1990 general practitioner contract. The most notable of these is the new out of hours arrangement that came
into effect in April 1996. Furthermore, by September 1996 the widely criticised health promotion payments
will be completely overhauled to reduce the administrative and clinical time spent on activities with little
evidence of effectiveness.



It is unfortunate that the basis for deprivation payments was not revisited alongside these other changes.
Indeed, it is a symptom of the general lack of influence of general practitioners in deprived urban areas that
arguments for changes to deprivation payments have not been more successful. Only about 9% of patients
attract deprivation payments; therefore only a minority of general practitioners receive them. However,
deprivation payments have made an important contribution towards lower, and therefore sustainable, list
sizes in inner city practices since the new contract. Failing to allocate payments to practices that deserve
them risks continuing erosion of financial viability and a net exodus of doctors. The loss of primary care cover
for our most disadvantaged populations would be a disaster for the NHS. Let us hope that editorials on the
inequities of deprivation payments don't become a mini-series.

RICHARD HOBBS TIM COLE
Professor Senior scientist
Department of General Practice, MRC Dunn Nutrition Centre, Cambridge CB4 1XJ
Medical School,
Birmingham B15 2TT

1 Health Departments of Great Britain. General practice in the National Health Service: 1990 contract. London: HMSO,
1989.

2 Hastings A. Deprivation payments should be based on enumeration districts. BMJ 1996;312:183.
3 Hobbs FDR. Deprivation payments. Medical Monitor 1990;12:23.
4 Hobbs FDR. Deprivation payments: still awaiting change. MX71993;306:534.
5 Crayford T, Shanks J, Bajekel M, Langford S. Analysis from inner London of deprivation payments based on

enumeration districts rather than wards. BMY1995;131:787-8.
6 Jarman B. Identification of underprivileged areas. BM 1983;286:1705-9.
7 Department of Health. Developing NHS purchasing and GP fundholding towards a primary care- led NHS. London:

DoH, 1994. (EL(94)79.)


